- fHISSOUIiI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _ . —63—-02245.

* DK
PARTMENT OF PUBLIC HEALTH AND “‘ELFAH' s 5351 STATE FILE NUMBER
i i A . rimary Registration District No. ——-Registrar’s Ko P =

DO- NOT WRITE
ON THIS STUB AMENDED

. PLACE OF DEATH . i 2. USUAI. RESIDENCE (Whera decessed lived. 1f institution: Residence before
2. COUNTY - : . STATE . COUNTY admissi
. e : Missour® Pettis mitsion}

b. CITY (if outside corporate limits, give TOWNSHIP only) Lenglh of stay in lb e. CITY Inside Limirs

TOWN ~ St. Louis _ 21 Hours 19w Sedalia Yes O No O

£. FULL NAME OF NOT hos; h.nl gw: inside Limits d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR % e Rock ADDRESS o
INSTITUTION Yos [ NeD Rt #1 T | Yes O No [

VS 300
Rev. 4/59

DATE AMENDED

3. (I;_AME OF DEJCEA!ED First Midd1e Last 4, Dg'lE. Month Da Year
or print F .
e ere Lewis - YA ey DEATH May 17 19g3

5, sﬁa 6. cohﬁl_zl jc.m RACE 7. Married B Nover Marrisd [] |8, DAYE OF BIRTH |9 AGE {last. birthday) | IF UNDER 1 YEAR _(F UNDER 24 HR
le ' te Widowed [] Divorced (1 Months | Cays | Heurs [ Min.

-15 1884 78

102, USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRT?ACE [City and state or country} [ 12. CITIZEN OF WHAT COUNTRY

PodT, “Carmn - o e Raslroad G /4/ 24 Ny 4-, Mo NSA.

13a. FATrER'S NAME 13b. MOTHER'S MAIDEN NAJME . 14. NAME OF HUSBAND OR WIFE

A Zey Hroovg blodwic Bertha Zey

15. WAS DECEASED EVER IN U.5, ARMED FORCES 14 SOCIAL SECURITY NO. | 17. INFORMANT Address |

{Yes, no, or unknown), {If yes, give war or dates o 1 B-e. ! 5 z (} Rr./ Ste_Jﬂ///

18. CE OF DEATH (Enter only one cause per line for (a), (B], and (<}, . INTERVAL Bl

HEE
T 1. DEATHMIAS CAUSED BY: ONSET AND DEATH
[MMEDIATE CAUSE () __Rupture of the left ventricle

)Jb';) Myocardial infarction, acute

bus To ) __Coronary athevosole®osis ‘7‘2 o/ .

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal PART 111, If deceased was female was
disease condition given in PART | (a} there a pregnancy in last 90 days.

Genéralized [Ove ] One | O unknown
19. WAS AUTOPSY. | 20s. ACCBENT- SU]CEiluE H MD|C|DE 20b. DESCRIBE HOW INJURY OCCURRED, {Enter nature of injury in PART | or PART () of item 18.}
PERFORMED? R
YesKl NO QO R

¢, TIME OF  FHoul  Manth, Day, Year |
INJURY { am.

DOCUMENT
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20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, street, office bidg., etc)

NOT WHILE AT WORK [ - 1755 South Grand Blvd,

21. | attended the deceased from. M&Y 16I 1963 Iu;mlﬂp_l%a_and last saw m,ahve ol Mﬂ 17 1

Dg;[h occurred  at. /L 4’&//‘3- m on the date stated sbove, and to the best of my knowledge, from the causes stated.

22a. SIGNATURE A\ - iDEBrua‘or’thle] 7' ) ' Hb ADDRESS 755 S Gmnd mvd. ;;.I;A}E_Sldi

23a. BURIAL, CREMATION, B 23b. DAT c. NAME QF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {S1ate)

Ror a1l !|May2 Nt Plegsent

24, FUNERAL DIRECTOR 25, DATE RECD. BY LOCAL REG.

ing Funersl Hcme, Sedalia, Mo, MAY 20 1963

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




. STATEMENT ‘BY ‘LICENSED EMBALMER

T a . . : .
e F B .
' . r

) S D P .
| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

' i ..
- [
Al R - .

or by Student Embalmer No.

working under my personal supervision. _ . . _ 8 .
Student : ) Signed ﬁv . B-n/ ‘ 2L —

Signature of Student’Embalmer
£
Licensed Embalmer No. D? // 7

2 €

L ‘ SR Y. L. P. O. Address 2’

. Note: The .above MUST BE SIGNED BY THE LICENSED E.‘\(ABALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for_revocation of license). .
L 'embgl_med_ by a;STUDENT, he also shall sign in his OWN handwriting: '
If this body is not embalmed, fact should be so stated above. ., N

+




